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        Abstract



        
          Introduction:


          The discriminatory behavior experienced by People Living With HIV (PLWH) remains an unresolved problem in Indonesia. The aims of this research were to determine the factors associated with the discriminatory behavior experienced by PLWH in Indonesia.

        


        
          Methods:


          This study used cross-sectional design data by processing secondary data from the Indonesian Demographic Health Survey (IDHS) conducted in 2017. The total sample in this study was 15,413 records obtained via the two-stage stratified cluster sampling technique. The variables in this study were knowledge, information, socioeconomic and demographic details and the discriminatory behavior experienced by PLWH. The instrument refers to IDHS 2017. The data were analyzed using a chi-squared test and multinomial logistic regression.

        


        
          Results:


          The results obtained show that approximately 78.87% of respondents exhibited discriminatory behavior against PLWH in Indonesia. Respondents who had more knowledge about HIV [RRR: 25.35; CI: 2.85, 225.18] and who had earnings [RRR: 2.15; CI: 1.18, 3.92] were more at risk of discriminatory behavior than others. Respondents who lived in a rural area were less likely to engage in discriminatory behavior against PLWH than those who lived in urban areas [RRR: 0.51; CI: 0.29, 0.91].

        


        
          Conclusion:


          An increased understanding of HIV-AIDS and Indonesian people's acceptance of PLWH can occur through the provision of accurate information that is designed to prevent discriminatory behavior against PLWH. The government can consider this problem and further related policies so that PLWH can coexist in society and enjoy the same rights as those living without discrimination.
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      1. INTRODUCTION


      HIV cases continue to be a significant global public health issue, and they have increased to approximately 33 million [1]. However, this situation has been accompanied by increasing discrimination against People Living With HIV (PLWH). Discrimination against PLWH is associated with the unfair treatment of individuals with a positive confirmed HIV status. This treatment can affect people around them, such as their family and close friends, and those who care for PLWH [2]. HIV-related discrimination can be experienced by people living with HIV and people who are related to, interact with and keep in touch with them. This discrimination includes poor social relations and other forms of pre-existing stigma [3, 4].


      The National AIDS Commission, through the National Strategy and Action Plan for the Control of HIV and AIDS 2015-2019, adopted the UNAIDS strategy to achieve zero infections, zero deaths and zero discrimination in relation to PLWH [5]. In addition, the Indonesian government issued a policy through Minister of Health Regulation No. 21/2013 on combating HIV and AIDS discrimination against people with HIV by providing correct information about HIV and empowering PLWH [6]. This is in line with the UNAIDS targets for 90-90-90 by 2020, where 90% of PLWH know their status, 90% of PLWH receive antiretroviral therapy (ART) on a regular basis that is sustainable, and 90% of PLWH are undergoing treatment to suppress their viral load [7, 8].


      An estimated 3.5 million people are living with HIV in the Southeast Asia region, which comprises 11 member countries, including Indonesia [9]. In Indonesia, the number of PLWH was 640.000 in 2018, with 46.000 people newly infected and 38.000 who died from an AIDS-related illness [10]. The HIV cases that are reported tend to increase every year, while the number of AIDS cases tends to be stable, with the highest number (10,315) occurring in 2016 [11]. The data and information available show that cases of HIV have spread to 407 of 507 districts/cities (80%) in all provinces [12]. The 3 provinces with the highest number of HIV cases are East Java, Jakarta and West Java, with 8.204 cases, 6.626 cases and 5.819 cases, respectively [13]. In 35% of countries with available data, over 50% of people report having engaged in discriminatory behaviors towards PLWH, including direct abuse and negative prejudice [14]. Recent research in Indonesia has shown that 78% of PLWH experience unpleasant actions that lead to discriminatory behavior from both their family and the community.


      The effects of the stigma and discrimination from society experienced by PLWH are diverse and frequently encountered [4]. Discrimination does not only come from ordinary people. It can also come from the health care setting. Several reports have shown that health administration services in low-income and high-income nations have been known to provide low-quality care to patients with HIV [10]. In many countries, the general effect of an HIV-positive status can result in social exclusion, the loss or reduction of social support, and decreased opportunities for close relationships because of feelings of fear and discomfort with the discrimination that arises [15]. Other negative effects that are related to the health outcomes of PLWH are noncompliance with medication, anxiety and depression, lack of motivation and lower quality of life (Sweeney & Vanable, 2016; Turan et al., 2016; Turana, Fazelia, Raperb, Mugaverob, & Johnson, 2017; Kalichman, Katner, Banas, Hill, & Kalichman, 2020).


      A previous study conducted in Indonesia evaluated the determinant factors of discriminatory behavior experienced by people who are HIV positive. The discriminatory variables included healthcare facilities, communities and families [20], healthcare workers, education, knowledge of the transmission and prevention of HIV, irrational fear of HIV transmission [21, 22], marital status and job status [24] and ethnicity [25]. A study on the discriminatory behavior experienced by PLWH based on knowledge, information, sex, age, wealth quintiles, education, residence and earnings has not been performed in Indonesia before. A study conducted by Harapan et al. (2013) focused on the discrimination faced by health care workers (HCWs). However, this study focused on the stigma faced by all individuals with HIV. Compared to the study by Situmeang, Syarif, & Mahkota, (2017), in this study, discriminatory behavior includes the family’s feeling of shame about a family member’s HIV status, not allowing children with HIV to attend school, hesitation about reactions from other people if the test is positive, people talking badly about people with HIV, and the fear of losing the respect of others. Furthermore, in this study, the sources for the information variables are internet, radio, newspapers/magazines, television, health professions, community meetings, seminars/counseling, and schools/teachers. This study aims to build an understanding of discriminatory behavior and to analyze the factors involved. Discriminatory behavior can prompt an attitude of unwillingness to continue treatment and/or therapy, and it can also increase the rate of mortality-related illness and decrease the quality of life.

    


    
      

      2. MATERIALS AND METHODS


      
        

        2.1. Study Design and Setting


        This study used a cross-sectional design approach utilizing secondary data from the Indonesian Demographic Health Survey (IDHS) in December 2017. A cross-sectional design was used to determine the factors associated with the discriminatory behavior experienced by people living with HIV (PLWH) in Indonesia. The researcher obtained permission to use the survey dataset from Inner City Fund (ICF) International as part of the Demographic Health Survey program.

      


      
        

        2.2. Participant and Sampling


        The researcher combined the IDIR71FL dataset (Indonesian Individual Recode phase 7) and the IDMR71FL dataset (Indonesian Men Recode phase 7) to obtain the required female and male respondents. The data related to discriminatory behavior against PLWH are contained in both datasets. This study used data obtained from interviews with both men and women aged 15-54 years who had heard of HIV-AIDS. Those who had never heard of HIV/AIDS and any missing data were excluded from this study. The total population in this study was 59,636 respondents (male and female). The sample in this study was determined after being corrected by weight based on the number of provinces in Indonesia with the aim of obtaining the same data for each region in Indonesia. The total sample involved 15,413 respondents, with 3,566 males and 11,847 females. The sampling technique used two-stage stratified cluster sampling by selecting clusters from each stratum. A list of households was selected from each cluster. The selected households were then interviewed [26].

      


      
        

        2.3. Study Measurements Tools


        
          

          2.3.1. Discriminatory Behavior


          The questions referring to discriminatory behavior against PLWH used in this study were as follows: “Would you want an HIV infection in the family to remain a secret?”, “Would you be ashamed if someone in the family had HIV?”, “Would you buy vegetables from vendors with HIV?”, “Should children with HIV be allowed to attend school with children without HIV?”, “Do people hesitate to take an HIV test because of the reaction from other people if it is positive?”, “Do people talk badly about people with or believed to have HIV?”, and “Do people with or believed to have HIV lose the respect of other people?” [26]. The Cronbach’s alpha value for the seven variables was 0.63. In this study, each variable was then re-coded with the statements “yes” and “no” to obtain the same statement related to discriminatory behavior. The response “don't know/not sure/depends” was excluded. All of the variables were compiled to obtain a new variable: discriminatory behavior. Discriminatory behavior was categorized into three groups: “no discrimination” if the responses were “no” for all variables, “some discrimination” if the respondent answered “yes” to 1-3 variables and “more discrimination” if the respondent answered “yes” to 4-7 variables.

        


        
          

          2.3.2. Knowledge


          The knowledge about HIV variable comprised several other variables that indicate the respondents' knowledge of HIV. These variables were “reducing risk of getting HIV: always using condoms during sex”, “reducing risk of getting HIV: having only 1 sex partner who has no other partners”, “one can get HIV from mosquito bites”, “one can get HIV by sharing food with people who have AIDS”, “a healthy-looking person can have HIV”, “HIV is transmitted during pregnancy”, “HIV is transmitted during delivery” and “HIV is transmitted by breastfeeding” [26]. The Cronbach’s alpha value for these variables was 0.80. Each variable was then re-coded with the statements “yes” and “no” to obtain the same statement related to HIV knowledge. The statement “don't know” was excluded. All of the variables were compiled to obtain a new “knowledge” variable. This variable was then divided into three categories: “no knowledge” if the respondent answered “no” for all variables, “some knowledge” if the respondent answered “yes” for 1-4 variables and “more knowledge” if the respondent answered “yes” for 5-8 variables.

        


        
          

          2.3.3. Sources of Information


          The sources of information about HIV comprised several other variables that indicate what the respondents had received in terms of information about HIV-AIDS. The variables related to the source for AIDS knowledge: internet, radio, newspapers/magazines, television, health professions, community meetings, seminars/counseling and school/teachers [26]. The Cronbach’s alpha value for these variables was 0.37. Each variable was re-coded with the statements “yes” and “no” to obtain the same statement regarding the source of information on HIV-AIDS. All of the variables were compiled to obtain a new “information” variable. This variable was then categorized into three groups, namely, “no information” if the respondent answered “no” for all the variables, “some information” if the respondent answered “yes” to 1-3 variables, and “more information” if the respondent answered “yes” to 4-7 variables.

        


        
          

          2.3.4. Socioeconomic and Demographic Variables


          The socioeconomic and demographic variables consisted of the sex variable: male or female. The age variable was categorized into four groups by age: 15-24 years old, 25-34 years old, 35-49 years old, and 50-54 years old [27]. The wealth quintile variable was determined based on a principal component analysis (PCA) [28] and categorized into richest, richer, middle, poorer, and poorest [29], [30]. The education variable was categorized based on Law Number 20 of 2003 concerning the National Education System in Indonesia [31]. The education category included higher education, secondary education, primary education, and no education. The residence variable was determined based on the Indonesian Population Census in 2010 [32], which was categorized into rural and urban. The employment variable was determined based on the employment status of the respondent and the respondents' earnings during the interview [26]. The employment variable was categorized as either “yes” or “no”. The respondents' earnings were categorized as “unpaid” if the respondent did not have an income. Meanwhile, the category “paid” indicated that the participant had an income in the form of cash only, cash and in-kind, or in-kind only.

        

      


      
        

        2.4. Data Analysis


        The data analysis conducted in this study used a chi-squared test for the bivariate analysis and multinomial logistic regression multivariate analysis. The researchers used the relative risk ratio (RRR) with a 95% confidence interval (CI) and a significance level of p<0.05. To conduct the analysis, the researchers used STATA version 16.1 software.

      

    


    
      

      3. RESULTS


      The results show that the majority of respondents, 78.87%, discriminated against PLWH. The majority of respondents (91.22%) knew about HIV%, and 85.4% had received information about HIV. Most of the respondents (46.86%) were aged 35-49 years, and the most predominant wealth quintile status was the richest category (29.55%). More than 50% of the respondents had a secondary education level, and more than 60% lived in an urban area. The majority of respondents worked and earned a living (Table 1).


      Fig. (1) shows the discriminatory behavior, knowledge, and information variables displayed by the respondent. From the figure above, one-third of the total respondents discriminated against PLWH according to five variables, and almost one-fourth of the total respondents discriminated against PLWH according to four variables. Only 2.02% discriminated against PLWH according to one variable, and 0.42% did not discriminate at all. More than one-third of the total respondents had knowledge about HIV according to six variables. One-fourth had knowledge of HIV related to seven variables. Meanwhile, only 0.12% of respondents did not know about HIV. According to the information sources, almost 40% of respondents obtained their information from only one variable. Meanwhile, 6.65% of respondents did not obtain any information about HIV.


      Based on the bivariate analysis, almost all the variables had a relationship with the discriminatory behavior experienced by PLWH in Indonesia. However, no relationship was found for the currently working variable (Table 2).


      
        Table 1 Socioeconomic and demographic characteristics of the respondents(n=15,413).


        
          
            
              	Characteristics

              	n

              	%
            

          

          
            
              	Discriminatory behavior

              No discrimination

              Some discrimination

              More discrimination

              	

              65

              3,191

              12,157

              	

              0.42

              20.70

              78.87
            


            
              	Knowledge

              No knowledge

              Some knowledge

              More knowledge

              	

              18

              1,336

              14,059

              	

              0.12

              8.67

              91.22
            


            
              	Information

              No information

              Some information

              More information

              	

              1,025

              13,162

              1,226

              	

              6.65

              85.40

              7.95
            


            
              	Sex

              Male

              Female

              	

              3,566

              11,847

              	

              23.14

              76.86
            


            
              	Age

              50-54

              35-49

              25-34

              15-24

              	

              427

              7,223

              4,860

              2,903

              	

              2.77

              46.86

              31.53

              18.83
            


            
              	Wealth quintiles

              Poorest

              Poorer

              Middle

              Richer

              Richest

              	

              1,865

              2,370

              2,981

              3,643

              4,554

              	

              12.10

              15.38

              19.34

              23.64

              29.55
            


            
              	Education

              High education

              Secondary education

              Primary education

              No education

              	

              4,539

              8,541

              2,285

              48

              	

              29.45

              55.41

              14.83

              0.31
            


            
              	Residence

              Urban

              Rural

              	

              9,747

              5,666

              	

              63.24

              36.76
            


            
              	Currently working

              No

              Yes

              	

              1,211

              14,202

              	

              7.86

              92.14
            


            
              	Respondents’ earnings

              Unpaid

              Paid

              	

              1,979

              13,434

              	

              12.84

              87.16
            

          
        


      


      [image: ]
Fig. (1)

      Description of discriminatory behavior, knowledge, and information (n=15,413).

      
        Table 2 Bivariate analysis (n=15,413).


        
          
            
              	Variables

              	Discriminatory Behavior

              	X2
            

          

          
            
              	No

              	Some

              	More
            


            
              	n

              	%

              	n

              	%

              	n

              	%
            


            
              	Knowledge

              No knowledge

              Some knowledge

              More knowledge

              	

              1

              10

              54

              	

              0.01

              0.06

              0.35

              	

              11

              350

              2,830

              	

              0.07

              2.27

              18.36

              	

              6

              976

              11,175

              	

              0.04

              6.33

              72.50

              	62.15***
            


            
              	Information

              No information

              Some information

              More information

              	

              7

              52

              6

              	

              0.05

              0.34

              0.04

              	

              258

              2,737

              196

              	

              1.67

              17.76

              1.27

              	

              760

              10,373

              1,024

              	

              4.93

              67.30

              6.64

              	31.39***
            


            
              	Sex

              Male

              Female

              	

              17

              48

              	

              0.11

              0.31

              	

              844

              2,347

              	

              5.48

              15.23

              	

              2,705

              9,452

              	

              17.55

              61.32

              	25.39***
            


            
              	Age

              50-54

              35-49

              25-34

              15-24

              	

              2

              29

              22

              12

              	

              0.01

              0.19

              0.14

              0.08

              	

              121

              1,594

              883

              593

              	

              0.79

              10.34

              5.73

              3.85

              	

              304

              5,600

              3,955

              2,298

              	

              1.97

              36.33

              25.66

              14.91

              	42.65***
            


            
              	Wealth quintiles

              Poorest

              Poorer

              Middle

              Richer

              Richest

              	

              15

              13

              9

              12

              16

              	

              0.10

              0.08

              0.06

              0.08

              0.10

              	

              514

              518

              653

              718

              788

              	

              3.33

              3.36

              4.24

              4.66

              5.11

              	

              1,336

              1,839

              2,319

              2,913

              3,750

              	

              8.67

              11.93

              15.05

              18.90

              24.33

              	103.61***
            


            
              	Education

              High education

              Secondary education

              Primary education

              No education

              	

              17

              30

              17

              1

              	

              0.11

              0.19

              0.11

              0.01

              	

              780

              1,842

              550

              19

              	

              5.06

              11.95

              3.57

              0.12

              	

              3,742

              6,669

              1,718

              28

              	

              24.28

              43.27

              11.15

              0.18

              	75.52***
            


            
              	Residence

              Urban

              Rural

              	

              28

              37

              	

              0.18

              0.24

              	

              1,787

              1,404

              	

              11.59

              9.11

              	

              7,932

              4,225

              	

              51.46

              27.41

              	104.34***
            


            
              	Currently working

              No

              Yes

              	

              2

              63

              	

              0.01

              0.41

              	

              276

              2,915

              	

              1.79

              18.91

              	

              933

              11,224

              	

              6.05

              72.82

              	5.37*
            


            
              	Respondents’ earnings

              Unpaid

              Paid

              	

              17

              48

              	

              0.11

              0.31

              	

              491

              2,700

              	

              3.19

              17.52

              	

              1,471

              10,686

              	

              9.54

              69.33

              	34.74***
            

          
        


        


      


      Table 3 shows the results of the multivariate analysis using a multinomial logistic regression with a 95% CI. In this analysis, we used knowledge, information, socioeconomic details and demographic characteristics to predict discriminatory behavior against PLWH with the category “no discrimination” as a baseline outcome. From the analysis, knowledge, residence and earning responsiveness were found to be associated with the risk of engaging in “more discriminatory behavior” against PLWH. Respondents with more knowledge were 23.35 times more likely to be at risk of expressing more discriminatory behavior than “some discriminatory behavior” and “no discriminatory behavior” compared with those with no knowledge [RRR: 25.35; CI: 2.85, 225.18]. The respondents from rural areas were 0.51 times less likely to be at risk of expressing more discriminatory behavior than some discriminatory behavior and no discriminatory behavior compared with the respondents who lived in an urban area [RRR: 0.51; CI: 0.29, 0.91]. Meanwhile, respondents with paid work were 2.15 times more likely to be at risk of displaying more discriminatory behavior than some discriminatory behavior and no discriminatory behavior compared with the respondents who had no earnings [RRR: 2.15; CI: 1.18, 3.92]. Other variables, such as information, sex, age, wealth quintile and education, had no risk related to discriminatory behavior targeting PLWH in Indonesia.

    


    
      

      4. DISCUSSION


      Most of the respondents who had more knowledge about HIV had a greater chance of engaging in discriminatory behavior than people who did not have knowledge. Discrimination happens because of the many misconceptions about the way HIV is transmitted, such as through mosquito bites and using shared cutlery [33], even though that knowledge is false. People who have more knowledge about HIV/AIDS will fear and discriminate against PLHIV [34-36]. Thus, many people have negative views about PLHIV [37] because people believe that PLHIV can transmit HIV/AIDS to others [35, 38]. People do not accept the risk, so they prefer to stay away from rather than live with PLHIV [38].


      
        Table 3 Multivariate analysis (n=15,413).


        
          
            
              	Variables

              	Some Discriminatory Behavior

              	More Discriminatory Behavior
            

          

          
            
              	RRR

              	95% CI

              	RRR

              	95% CI
            


            
              	Knowledge

              	

              	

              	

              	
            


            
              	No knowledge

              	1.00

              	

              	1.00

              	
            


            
              	Some knowledge

              	2.96

              	[0.33, 26.18]

              	12.91**

              	[1.35,122.88]
            


            
              	More knowledge

              	4.26

              	[0.51, 35.02]

              	25.35***

              	[2.85,225.18]
            


            
              	Information

              	

              	

              	

              	
            


            
              	No information

              	1.00

              	

              	1.00

              	
            


            
              	Some information

              	1.09

              	[0.47,2.53]

              	1.19

              	[0.52,2.75]
            


            
              	More information

              	0.65

              	[0.19,2.16]

              	0.87

              	[0.26,2.85]
            


            
              	Sex

              	

              	[0.61,2.12]

              	

              	[0.72,2.46]
            


            
              	Male

              	1.00

              	1.00
            


            
              	Female

              	1.14

              	1.33
            


            
              	Age

              	

              	

              	

              	
            


            
              	50-54

              	1.00

              	

              	1.00

              	
            


            
              	35-49

              	0.83

              	[0.18,3.78]

              	1.05

              	[0.23,4.74]
            


            
              	25-34

              	0.57

              	[0.12,2.69]

              	0.91

              	[0.19,4.22]
            


            
              	15-24

              	0.66

              	[0.13,3.43]

              	0.89

              	[0.17,4.58]
            


            
              	Wealth quintiles

              	

              	

              	

              	
            


            
              	Poorest

              	1.00

              	

              	1.00

              	
            


            
              	Poorer

              	0.89

              	[0.41,1.94]

              	1.11

              	[0.51,2.40]
            


            
              	Middle

              	1.42

              	[0.59,3.44]

              	1.67

              	[0.69,4.01]
            


            
              	Richer

              	1.05

              	[0.44,2.49]

              	1.32

              	[0.56,3.10]
            


            
              	Richest

              	0.82

              	[0.33,2.01]

              	1.11

              	[0.46,2.72]
            


            
              	Education

              	

              	

              	

              	
            


            
              	High education

              	1.00

              	

              	1.00

              	
            


            
              	Secondary education

              	1.28

              	[0.66,2.47]

              	1.12

              	[0.58,2.15]
            


            
              	Primary education

              	0.7

              	[0.30,1.59]

              	0.62

              	[0.27,1.42]
            


            
              	No education

              	0.46

              	[0.05,4.06]

              	0.22

              	[0.02,1.92]
            


            
              	Residence

              	

              	[0.38,1.20]

              	

              	[0.29,0.91]
            


            
              	Urban

              	1.00

              	1.00
            


            
              	Rural

              	0.67

              	0.51**
            


            
              	Respondents’ earnings

              	

              	[0.99,3.33]

              	

              	[1.18, 3.92]
            


            
              	Unpaid

              	1.00

              	1.00
            


            
              	Paid

              	1.81*

              	2.15**
            

          
        


        
          RRR: Relative Risk Ratio; 95%CI: Confident Interval; * p<0.1; ** p<0.05; *** p<0.01
        


      


      Therefore, it is necessary to build accurate knowledge to reduce the stigma associated with PLHIV. Accurate knowledge can be disseminated through government programs and health education with a more comprehensive and open approach. It is hoped that the knowledge received by the community regarding PLHIV is direct and precise and can reduce discriminatory behavior.


      Accurate information will not cause discriminatory behavior towards PLHIV. This is consistent with a study conducted in Nigeria by Simpson in which PLHIV, who participated in group activities in the community did not experience discrimination and were accepted well [39, 40]. Individuals who have more information will not be worried about PLHIV. Good information in schools about HIV prevention and transmission also helps the community properly understand HIV/AIDS [41]. Providing information using media, including advertising campaigns and entertainment designed to educate as well as amuse (“edutainment”) and the integration of nonstigmatizing messages into TV and radio [42] can also have a positive impact. When many people have accurate information about HIV, there will be no discrimination against PLHIV.


      Sex and age were not linked with discriminatory behavior against PLHIV. In Indonesia, parents teach tolerance to children [43]. Everyone also understands how to respect others, regardless of their age or gender. Adults are understanding, tolerant, mature, open, forgiving, and nonjudgmental [44]. Adults understand that humans are not always right and do not deserve to be discriminated against due to their mistakes or because they have a disease such as HIV infection; it is also understood that these individuals should receive social support [45]. Studies in China have also shown that PLHIV must obtain social support from humans in general to have a good quality of life [46]. Discrimination has a negative impact on PLHIV. They need to receive support and care to improve their quality of life. Solidarity, accurate information, and an understanding of tolerance from childhood to adulthood are necessary to prevent discrimination.


      Wealth quintiles were not correlated with discriminatory behavior against PLHIV. People who have high or low economic status did not discriminate. Members of Indonesian society uphold the values ​​of humanity. They respect each other and do not want to hurt others [47]. Their religious and cultural values do not let them hurt or harm others because of stigma, and this is consistent with research conducted in Ghana that found that negative stigma is contrary to the teachings of that society [48]. People with HIV/AIDS are human beings who have human rights protections, guaranteed health services from the government, and access to proper healthcare, and they have the right to work and live their lives [48]. People in the high and low wealth quintiles should not discriminate against PLHIV.


      The results of the study indicate that level of education is unlikely be a factor in discrimination against PLWH. These results are in line with research conducted by Jacobi et al. (2020) at the Secondary School, Government High School, Bokwango, and the Government Bilingual Grammar School, Molyko, Africa. Students are taught by from HIV-positive teachers have more knowledge about and understand appropriate behavior to prevent stigma against PLWH [49]. Another study conducted by Maughan-Brown and Spaull (2014) showed that among students in grade six, those who received information about HIV had a better understanding of and avoided misconceptions about HIV transmission. Therefore, they were less likely to engage in discriminatory behaviors [50].


      Respondents at all four levels of education in this study, including those with no education, were not likely to engage discriminatory behavior. People with certain education levels may not engage in discriminatory behavior because they already understand how the disease is transmitted and realize that people with HIV need support for treatment [37, 51]. At each stage of education, teachers and other sources can provide information about HIV/AIDS to students who have little knowledge about it. People with no education are also less likely to discriminate because the information they obtain is limited, and they do not have sufficient knowledge regarding the transmission of this disease. Therefore, people with no education consider people with HIV to be the same as healthy people in general.


      Residence is correlated with discriminatory behavior. Those who live in rural areas are more likely to engage in discriminatory behavior directed against PLWH than those who live in urban areas. These results are consistent with research conducted in India, which found that there are more barriers, such as less information on safe sexual behaviors, to combating HIV in rural areas [52]. A study in China found that PLHW in rural central China suffer from the burden of HIV-related stigma at a moderate to high level [53]. A study in India found that PLWH who live in rural areas are more likely to experience more stigma and discriminatory behavior due to the low family support and social support in these areas [36]. Research in Alaska and New Mexico conducted by Brems (2010) showed that stigma in small urban areas is significantly lower than that in other types of communities [54].


      In this study, respondents in rural areas were more likely to engage in discriminatory behavior. In the Indonesian context, this is influenced by beliefs about society and culture. Individuals in rural societies believe that PLWH deserve punishment and should be given a negative label because of their sins [3]. Rural society often associates PLWH with risky behavior, such as free sex (especially among homosexual individuals) and drugs, even though housewives who are loyal to their husbands, and even innocent babies, can be infected with HIV. Therefore, the community usually has no sympathy for PLWHA. However, PLWHA may die if they do not receive optimal care. Consequently, the government must be aware of this issue and provide services and spaces that are accessible to everyone, especially PLWH, where all people without exception can experience the same security, comfort and protection and PLWHA do not experience stigma and discrimination from society.


      The respondents’ earnings were also correlated with discriminatory behavior. Individuals who were paid or had an income were more likely to engage in discriminatory behavior. This finding is similar to those of previous studies by Amaral (2013) on the ﻿experience of stigma and discrimination and the implications for healthcare-seeking behavior among PLWH [55]. People who have earnings can access higher education and seek information about HIV. Thus, they feel as if they know more and tend to underestimate others who earn low pay. This statement supports the study by Kebaso (2016), which found that people with a low level of education who had low pay tended to experience stigma and discrimination [56]. Discriminatory behavior was more likely to be experienced by the paid respondents with a low income than by the other paid respondents. This finding is related to their ability to afford their expenses. They are less likely to have negative opinions of themselves [57]. Another study mentioned the same problem: PLWH with a lower economic status experience food insecurity and limited or no access to nutritional food in their daily life [58]. Low pay leads to inequitable access to health and other social services, making individuals who have low earnings an easy target for discrimination. In addition, people may have a high level of knowledge, but it is not necessarily good knowledge that includes an accurate understanding of HIV. A great deal of understanding is required concerning the problems faced by people with HIV. In this case, the role of government and health workers is very important in providing good and accurate information to the whole community using various methods and media platforms.

    


    
      CONCLUSION


      People's knowledge, earnings and residence are the factors that are correlated with the discrimination experienced by PLWH in Indonesia. The level of knowledge about HIV is directly proportional to the display of discriminatory behavior because low levels of knowledge are associated with negative views and misconceptions. Building a body of accurate knowledge makes it possible to reduce the level of discriminatory behavior. With regard to earning, stigma and discrimination are often exhibited by those with a high income, and this finding is related to the ease of obtaining information. Meanwhile, people living in villages are less likely to discriminate, and they tend to accept PLWH because they adhere to the principles of togetherness and sociality. Based on the results of this study, the government can consider and develop further policies to reduce the discriminatory behavior experienced by PLWH. These individuals should be able to live and have their rights respected like other people. Information about HIV should be provided.

    

  


  
    
      ETHICS APPROVAL AND CONSENT TO PARTICIPATE


      We use secondary data from Indonesian Demographic Health Survey. Thus, ethics approval granted by the Ministry of Health of Indonesia. Permission to use the dataset was obtained from ICF International, Indonesia with number 145686 as part of the Demographic Health Survey program.

    


    
      HUMAN AND ANIMAL RIGHTS


      Not applicable.

    


    
      CONSENT FOR PUBLICATION.


      Not applicable.

    


    
      AVAILABILITY OF DATA AND MATERIALS


      The authors confirm that the data supporting the findings of this study are available within the article.

    


    
      FUNDING


      None.

    


    
      CONFLICT OF INTEREST


      The authors declare no conflicts of interest, financial or otherwise.

    


    ACKNOWLEDGEMENTS


    Declared none.


    REFERENCES


    
      
        	

        	
      


      
        	[1]

        	World Health Organization. HIV AIDS (Auckl.).. 2020Available from: https://www.who.int/news-room/fact-sheets/detail/hiv-aids
      


      
        	[2]

        	Centers for Disease Control and Prevention. Dealing with Stigma and Discrimination.. 2019
      


      
        	[3]

        	Woodgate R.L., Zurba M., Tennent P., Cochrane C., Payne M., Mignone J.. “People try and label me as someone I’m not”: The social ecology of Indigenous people living with HIV, stigma, and discrimination in Manitoba, Canada., Soc. Sci. Med.. 2017; 194: 17-24.

        [CrossRef] [PubMed]
      


      
        	[4]

        	Poteat T., German D., Kerrigan D.. Managing uncertainty: a grounded theory of stigma in transgender health care encounters., Soc. Sci. Med.. 2013; 84: 22-29.

        [CrossRef] [PubMed]
      


      
        	[5]

        	Singgi A.D.D., Zakiah N.R.. Kajian Hukum dan Kebijakan HIV di Indonesia Sebuah Tinjauan terhadap Peraturan Perundang-Undangan dan Implementasinya di Enam Kota/Kabupaten. 2017: 64.

      


      
        	[6]

        	Ministry of Health Regulation. Ministry of Health Regulation Number 21 of 2013 concerning HIV and AIDS Prevention, Article 3 letter c and Article 51 paragraph (4).. 2013
      


      
        	[7]

        	UNAIDS. 90-90-90: Ambitious Treatment Targets for Encouraging the Ending of the AIDS Epidemic.. 2014
      


      
        	[8]

        	Nursalam N., Kurniawati N.D., Misutarno M., Solikhah F.K.. Asuhan Keperawatan pada Pasien Terinfeksi HIV/AIDS Edisi 2... Jakarta, Indonesia: Salemba Medika; 2018
      


      
        	[9]

        	Pendse R., Gupta S., Yu D., Sarkar S.. REVIEW HIV / AIDS in the South-East Asia region : progress and challenges. 2016; 2(Supplement 4): 1-6.

      


      
        	[10]

        	UNAIDS. UNAIDS warns that HIV-related stigma and discrimination is preventing people from accessing HIV services | UNAIDS.. 2017https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2017/october/20171002_confronting-discrimination
      


      
        	[11]

        	Ministry of Health. “Situasi Umum HIV/AIDS dan Tes HIV,” Pusat Data dan Informasi.. 2018
      


      
        	[12]

        	Utami P.I., Wahyuni C.U., Widati S.. Analysis of factor affecting the willingness of HIV test on mariners., Heal. Notions. 2018; 2(2): 244-248.

      


      
        	[13]

        	Ministry of Health RI. General situation of HIV/AIDS and HIV test, Pusat Data dan Informasi Kementrian Kesehatan RI.. 2018: 1.

      


      
        	[14]

        	Avert. HIV Stigma and Discrimination.. 2019https://www.avert.org/professionals/hiv-social-issues/stigma-discrimination
      


      
        	[15]

        	Pollini R.A., Blanco E., Crump C., Zúñiga M.L.. A community-based study of barriers to HIV care initiation., AIDS Patient Care STDS. 2011; 25(10): 601-609.

        [CrossRef] [PubMed]
      


      
        	[16]

        	Sweeney S.M., Vanable P.A.. The Association of HIV-Related Stigma to HIV Medication Adherence: A Systematic Review and Synthesis of the Literature., AIDS Behav.. 2016; 20(1): 29-50.

        [CrossRef] [PubMed]
      


      
        	[17]

        	Turan B., Smith W., Cohen M.H., Wilson T.E., Adimora A.A., Merenstein D., Adedimeji A., Wentz E.L., Foster A.G., Metsch L., Tien P.C., Weiser S.D., Turan J.M.. Mechanisms for the negative effects of internalized HIV-related stigma on antiretroviral therapy adherence in women: The mediating roles of social isolation and depression., J. Acquir. Immune Defic. Syndr.. 2016; 72(2): 198-205.

        [CrossRef] [PubMed]
      


      
        	[18]

        	Turana B., Fazelia P., Raperb J.L., Mugaverob M.J., Johnson M.O.. Social support and moment-to-moment changes in treatment self-efficacy in men living with HIV: Psychosocial moderators and clinical outcomes., Physiol. Behav.. 2017; 176(12): 139-148.

        [CrossRef]
      


      
        	[19]

        	Kalichman S.C., Katner H., Banas E., Hill M., Kalichman M.O.. HIV-related stigma and non-adherence to antiretroviral medications among people living with HIV in a rural setting., Soc. Sci. Med.. 2020; 258(May)113092[CrossRef] [PubMed]
      


      
        	[20]

        	Mahamboro D.B., Fauk N.K., Ward P.R., Merry M.S., Siri T.A., Mwanri L.. HIV Stigma and Moral Judgement: Qualitative Exploration of the Experiences of HIV Stigma and Discrimination among Married Men Living with HIV in Yogyakarta., Int. J. Environ. Res. Public Health. 2020; 17(2): 636.

        [CrossRef] [PubMed]
      


      
        	[21]

        	Harapan H., et al. Discriminatory attitudes toward people living with HIV among health care workers in Aceh, Indonesia: A vista from a very low HIV caseload region., Clin. Epidemiol. Glob. Health. 2015; 3(1): 29-36.

        [CrossRef]
      


      
        	[22]

        	Situmeang B., Syarif S., Mahkota R.. Hubungan Pengetahuan HIV/AIDS dengan Stigma terhadap Orang dengan HIV/AIDS di Kalangan Remaja 15-19 Tahun di Indonesia (Analisis Data SDKI Tahun 2012)., J. Epidemiol. Kesehat. Indones.. 2017; 1(2): 35-43.

        [CrossRef]
      


      
        	[23]

        	Harapan H., Feramuhawan S., Kurniawan H., Anwar S., Andalas M., Hossain M.B.. HIV-related stigma and discrimination: A study of health care workers in Banda Aceh, Indonesia., Med. J. Indones.. 2013; 22(1): 22-29.

        [CrossRef]
      


      
        	[24]

        	Ni’mal B.. Prediktor Sikap Stigma dan Diskriminasi Terhadap Orang dan AIDS (ODHA) di Kabupaten Jember., Ikesma. 2017; 13(2): 117-128.

      


      
        	[25]

        	Rahman M.M., Lemin A.S., Pangarah C.A.. Factors affecting discrimination toward people with HIV/AIDS in Sarawak, Malaysia., HIV AIDS Rev.. 2020; 9(1): 49-55.

        [CrossRef]
      


      
        	[26]

        	Demographic Health Survey. Guide to DHS Statistics DHS-7.. 2017
      


      
        	[27]

        	Health Ministry of Republic Indonesia. Age Classification Based on Category... Jakarta, Indonesia: Ditjen Yankes; 2009
      


      
        	[28]

        	Vyas S., Kumaranayake L.. Constructing socio-economic status indices: how to use principal components analysis., Health Policy Plan.. 2006; 21(6): 459-468.

        [CrossRef] [PubMed]
      


      
        	[29]

        	Croft T.N., Marshall A.M.J., Allen C.K.. Guide to DHS Statistics (Version 2)... Rockville, Maryland, USA: ICF International; 2018
      


      
        	[30]

        	Wealth Quintiles. https://dhsprogram.com/data/Guide-to-DHS-Statistics/Wealth_Quintiles.htm
      


      
        	[31]

        	Statute of the Republic of Indonesia. National Education System... 2003Indonesia: Indonesia:
      


      
        	[32]

        	BPS. Peraturan Kepala Badan Pusat Statistik Nomor 37 Tahun 2010 Tentang Klasifikasi Perkotaan dan Perdesaan di Indonesia [Head of the Central Statistics Agency Regulation No. 37 Year 2010 About the Urban and Rural Classification in Indonesia].. 2010http://sirusa.bps.go.id/webadmin/doc/MFD_2010_Buku_1.pdf
      


      
        	[33]

        	Khan R., Bilal A., Siddiqui S.H.. Knowledge About Hiv and Discriminatory Attitudes Toward People Living With Hiv in Pakistan., Pak. J. Public Health. 2019; 9(1): 37-41.

        [CrossRef]
      


      
        	[34]

        	Li X., Yuan L., Li X., Shi J., Jiang L., Zhang C., Yang X., Zhang Y., Zhao D., Zhao Y.. Factors associated with stigma attitude towards people living with HIV among general individuals in Heilongjiang, Northeast China., BMC Infect. Dis.. 2017; 17(1): 154.

        [CrossRef] [PubMed]
      


      
        	[35]

        	Iqbal S., Maqsood S., Zafar A., Zakar R., Zakar M.Z., Fischer F.. Determinants of overall knowledge of and attitudes towards HIV/AIDS transmission among ever-married women in Pakistan: evidence from the Demographic and Health Survey 2012-13., BMC Public Health. 2019; 19(1): 793.

        [CrossRef] [PubMed]
      


      
        	[36]

        	Alemi Q., Stempel C.. Association between HIV knowledge and stigmatizing attitudes towards people living with HIV in Afghanistan: findings from the 2015 Afghanistan Demographic and Health Survey., Int. Health. 2019; 11(6): 440-446.

        [CrossRef] [PubMed]
      


      
        	[37]

        	Masoudnia E.. Public perceptions about HIV/AIDS and discriminatory attitudes toward people living with acquired immunodeficiency syndrome in Iran., SAHARA J.. 2015; 12(1): 116-122.

        [CrossRef] [PubMed]
      


      
        	[38]

        	Tattsbridge J., Wiskin C., de Wildt G., Clavé Llavall A., Ramal-Asayag C.. HIV understanding, experiences and perceptions of HIV-positive men who have sex with men in Amazonian Peru: a qualitative study., BMC Public Health. 2020; 20(1): 728.

        [CrossRef] [PubMed]
      


      
        	[39]

        	Carlos S., Martínez-González M.Á., Burgueño E., López-Del Burgo C., Ruíz-Canela M., Ndarabu A., Tshilolo L., Tshiswaka P., Labarga P., de Irala J.. Misconceptions about HIV infection in Kinshasa (Democratic Republic of Congo): a case-control study on knowledge, attitudes and practices., Sex. Transm. Infect.. 2015; 91(5): 334-337.

        [CrossRef] [PubMed]
      


      
        	[40]

        	Tumwikirize S., Mokoboto-Zwane S.. Participation in PLHIV support groups: does it enhance behavioural outcomes., HIV Curr Res. 2016; 4(1): 14-17.

        [CrossRef]
      


      
        	[41]

        	Feyissa G.T., Lockwood C., Woldie M., Munn Z.. Reducing HIV-related stigma and discrimination in healthcare settings: A systematic review of quantitative evidence., PLoS One. 2019; 14(1)e0211298[CrossRef] [PubMed]
      


      
        	[42]

        	UNAIDS. Key programmes to reduce stigma and discrimination and increase access to justice in national HIV responses, Guidance note.. 2012
      


      
        	[43]

        	Manoppo F.K., Janis Y., Wuwung O.. Tolerance Education for Early Childhood in Industry 4.0., In1st Annual Internatioal Conference on Social Sciences and Humanities (AICOSH 2019). 2019: 308-311.

        [CrossRef] Atlantis Press.
      


      
        	[44]

        	Pratono A. H., Djoemadi F. R., Avanti C., Sinaga N. F. N. T. B., Maharani A.. Civic engagement in the Indonesia health sector, Int. J. Heal. Gov... 2019[CrossRef]
      


      
        	[45]

        	Desyani N.L.J., Waluyo A., Yona S.. The relationship between stigma, religiosity, and the quality of life of HIV-positive MSM in Medan, Indonesia., Enferm. Clin.. 2019; 29 Suppl. 2: 510-514.

        [CrossRef] [PubMed]
      


      
        	[46]

        	Xie F., Zheng H., Huang L., Yuan Z., Lu Y.. Social capital associated with quality of life among people living with HIV/AIDS in Nanchang, China., Int. J. Environ. Res. Public Health. 2019; 16(2): 276.

        [CrossRef] [PubMed]
      


      
        	[47]

        	Nursalam N., Kurniawati N.D., Bakar A.A., Sukartini T.. Family Experience in Caring for HIV Positive-Indonesian Migrant Workers: A Phenomenological Study., In8th International Nursing Conference on Education, Practice and Research Development in Nursing (INC 2017). 2017: 218-222.

        [CrossRef] Atlantis Press.
      


      
        	[48]

        	Kleden K.L., Prasetyawati E., Warka M., Reynaldi R.P.. Regulation of the rights of health and social care for women with HIV/AIDS., International Conference on Law Reform (INCLAR 2019). 2020: 210-216.

      


      
        	[49]

        	Jacobi C.A., Atanga P.N., Bin L.K., Fru A.J.C., Eppel G., Mbome V.N., Etonde H.E.M., Bogner J.R., Malfertheiner P.. “My friend with HIV remains a friend”: HIV/AIDS stigma reduction through education in secondary Schools-A pilot project in buea, cameroon., J. Int. Assoc. Provid. AIDS Care. 2020; 192325958219900713[CrossRef] [PubMed]
      


      
        	[50]

        	Maughan-Brown B., Spaull N.. HIV-related discrimination among grade six students in nine Southern African countries., PLoS One. 2014; 9(8)e102981[CrossRef] [PubMed]
      


      
        	[51]

        	Vyavaharkar M., Moneyham L., Corwin S., Saunders R., Annang L., Tavakoli A.. Relationships between stigma, social support, and depression in HIV-infected African American women living in the rural Southeastern United States., J. Assoc. Nurses AIDS Care. 2010; 21(2): 144-152.

        [CrossRef] [PubMed]
      


      
        	[52]

        	Vlassoff C., Weiss M.G., Rao S., Ali F., Prentice T.. HIV-related stigma in rural and tribal communities of Maharashtra, India., J. Health Popul. Nutr.. 2012; 30(4): 394-403.

        [CrossRef] [PubMed]
      


      
        	[53]

        	Li Z., Morano J.P., Khoshnood K., Hsieh E., Sheng Y.. HIV-related stigma among people living with HIV/AIDS in rural Central China., BMC Health Serv. Res.. 2018; 18(1): 453.

        [CrossRef] [PubMed]
      


      
        	[54]

        	Brems C., Johnson M.E., Warner T.D., Roberts L.W.. Health care providers’ reports of perceived stigma associated with HIV and AIDS in rural and urban communities., J. HIV AIDS Soc. Serv.. 2010; 9(4): 356-370.

        [CrossRef]
      


      
        	[55]

        	Alemu T., Biadgilign S., Deribe K., Escudero H.R.. Experience of stigma and discrimination and the implications for healthcare seeking behavior among people living with HIV/AIDS in resource-limited setting., SAHARA J.. 2013; 10(1): 1-7.

        [CrossRef] [PubMed]
      


      
        	[56]

        	Kebaso J.N.. Levels of HIV/AIDS-Related stigma and its association with individual HIV status in nairobi city slums... Loma Linda University; 2016
      


      
        	[57]

        	Zhang C., Li X., Liu Y., Qiao S., Zhou Y., Shen Z., Chen Y.. Substance use and psychosocial status among people living with HIV/AIDS who encountered HIV stigma in China: Stratified analyses by socio-economic status., PLoS One. 2016; 11(11)e0165624[CrossRef] [PubMed]
      


      
        	[58]

        	Derose K.P., Payán D.D., Fulcar M.A., Terrero S., Acevedo R., Farías H., Palar K.. Factors contributing to food insecurity among women living with HIV in the Dominican Republic: A qualitative study., PLoS One. 2017; 12(7)e0181568[CrossRef] [PubMed]
      

    

  


  

OEBPS/Images/cover.jpg
ISSN: 1874-6136

The
Open AIDS

Journal

Determinants of the Discriminatory Behavior Expe-
rienced by People Living with HIV in Indonesia: A

Cross-sectional Study of the Demographic
Health Survey

VIEW ARTICLES ON
PUBMED CENTRAL

BENTHAM OPEN





OEBPS/Images/TOAIDJ-15-1_F1.jpg
Description of discriminatory behavior, knowledge, and information (1

15/

o s

o ——
| —— .|
T —

v a2
o s
» 2096
o 0
Noe [ 8
o s 0 s 0 B 0 5 «

R A





